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Behaviourists role in the pain puzzle

Unique vantage point

You observe animals in home routines, social contexts and 
handling — settings that reveal pain that may not surface in 
a brief clinic visit.

Pattern recognition

You track behaviour over time: variability across days, 
seasonal shifts, trigger cycles, and recovery windows that 
form a diagnostic picture.

Sensory storytelling

You capture subtle signals — touch intolerance, startle responses, 
avoidance strategies, postural adaptations — that have clinical 
meaning.

Bridging the gap

You have the skills to summarise observable behaviour into 
clinically structured information that equips veterinary colleagues 
to investigate and diagnose.
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What is pain?
International Association for the Study of 
Pain

“An unpleasant sensory and emotional 
experience associated with, or resembling 
that associated with, actual or potential 
tissue damage”

“Verbal description is only one of several 
behaviours to express pain; inability to 
communicate does not negate the possibility 
that a human or a nonhuman animal 
experiences pain.”
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How pain shapes behaviour

Pain may manifest in many behavioural presentations.

Aggression & reactivity

Fear-related or pain-induced aggression on handling, grooming, 
during interaction, or unpredictably. May be mis-labelled as 
'dominance' or temperament.

Hypervigilance & anxiety

Heightened arousal, increased startle, scanning, restlessness. Pain 
activates threat systems in the brain — the animal lives in a state of 
heightened alertness.

Avoidance & withdrawal

Reluctance to jump, climb stairs, enter certain spaces, engage in 
play. Owner-reported 'slowing down' or 'being lazy' may mask 
significant discomfort.

Altered activity & sleep

Pain disrupts normal sleep architecture and circadian patterns. 
Nocturnal restlessness, increased daytime sleeping, and activity 
variability are important signals.

Self-directed behaviours

Excessive licking, chewing, scratching, tail chasing, phantom limb-
type movements. May map to a body region — or be diffuse in 
central sensitisation.

Social & emotional change

Reduced engagement, irritability, loss of conditioned emotional 
responses — a previously trained dog that 'loses' reliability may be 
experiencing pain interference.
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How pain influences behaviour: Mills et al. (2020)
Four ways in which pain can underpin or shape a behavioural presentation

1 Direct manifestation of pain

The presenting complaint is itself a direct expression of pain — e.g. 
aggression on handling, vocalisation, or reluctance to move — where 
pain is the primary driver of the referral.

2 Unidentified pain underpinning secondary concerns

Pain is present but not the stated reason for referral. It underpins 
secondary concerns within the initial behaviour problem and may only 
emerge through thorough assessment.

3 Exacerbation of problem behaviour signs

Pain exacerbates one or more signs of a pre-existing behaviour problem 
— the animal may have a known condition, but pain amplifies its severity 
or frequency.

4 Adjunctive behavioural signs associated with pain

Additional behavioural changes occur alongside pain but are secondary 
to it — signs such as changes in sleep, appetite, or social engagement 
that accompany the painful condition.

Mills, D. S. et al. Pain and Problem Behavior in Cats and Dogs. Animals 10, (2020). https://doi.org/10.3390/ani10020318
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Why experience pain ? Survival !
Nociceptive withdrawal reflex – spinal, 
unconscious

Inflammation – primary hyperalgesia of 
damaged tissue – reduces the motivation to 
use injured areas

Affective - brain regions including amygdala 
mediate hypervigilence - promotes survival in 
a dangerous environment

Learning (brainstem, cerebellum, insula, 
amygdala, rostral ACC) – future avoidance
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BUT :

Despite potential evolutionary advantage, 
the presence of pain is expected to exert 
significant negative impacts on an 
individual’s quality of life

“An unpleasant sensory and emotional 
experience associated with, or resembling 
that associated with, actual or potential 
tissue damage”

ABTC | Understanding Neuropathic Pain APBC | When Behaviourists Suspect Pain



Mechanisms

ABTC | Understanding Neuropathic Pain APBC | When Behaviourists Suspect Pain



Mechanisms

ABTC | Understanding Neuropathic Pain APBC | When Behaviourists Suspect Pain



Mechanisms

ABTC | Understanding Neuropathic Pain APBC | When Behaviourists Suspect Pain



Mechanisms

ABTC | Understanding Neuropathic Pain APBC | When Behaviourists Suspect Pain



Background information pain types
A working framework — not a diagnostic checklist

Inflammatory / Nociceptive

Clinical signs: Often predictable — worse with load/activity, better with rest. 
May localise to a body region. Guarding, reduced range of motion, 
reluctance. Hyperalgesia and allodynia may occur in area of injury. 
E.g. elbow arthritis.

Behaviour signals: Avoidance of specific postures or activities. 
Reliable trigger mapping. May respond quickly 
when pain is addressed medically.

Neuropathic

Clinical signs: Allodynia (normal touch hurts), dysaesthesia, episodic flares, 
phantom sensations, burning quality. Often disproportionate to 
apparent injury. E.g. trapped nerve. 

Behaviour signals: Sudden yelps, spontaneous aggression, self-
directed chewing/licking, unpredictable startle. 
Touch sensitivity.

Nociplastic

Clinical signs: No clear tissue lesion. Widespread variable sensitivity, reduced 
sensory thresholds, inconsistent triggers. May follow earlier pain 
states.

Behaviour signals: 
Hypervigilance, generalised avoidance, slow 
recovery from arousal, inconsistent trigger 
map. Alternatively depression, lethargy. 
Behaviours may seem 'emotional' but have 
biological roots.
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Recognising red flags: veterinary referral
These presentations warrant a recommendation to arrange a vet appointment.

Sudden onset aggression or dramatic behaviour change

Especially if there is no clear learning history to explain it and the 
change is rapid.

Episodic yelping / vocalisation without apparent cause

Spontaneous pain vocalisation at rest, during movement, or on 
light touch is a strong pain signal.

Self-mutilation or intense self-directed behaviour

Persistent chewing at a limb, flank, or base of tail — particularly if 
it maps to a region.

Touch or handling intolerance — especially if new

New resistance to collar, harness, grooming, or being handled in 
ways previously tolerated.

Changes in gait, posture or mobility

Stiffness rising after rest, altered weight-bearing, reluctance to 
navigate stairs or jump.

Neurological-appearing behaviours

Head tilt, circling, phantom scratching, episodic balance 
disturbance — these may indicate CNS involvement.
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Gathering data to support veterinary diagnostics
Your structured observations are clinical evidence — make them count.

Video documentation

Short clips showing the specific context and trigger
Before/after posture comparisons
Capture spontaneous events (yelps, phantom episodes)
Note the time of day and preceding activity

Behavioural timeline

Onset and progression of presenting signs
Cyclical patterns, seasonal variation, or flare events
Response to prior medication, rest, or management changes
Owner's instincts — often earlier than clinical records

Trigger mapping

Which body areas, if any, are associated with reactions
Touch/handling zones — harness, collar, limbs, ears
Environmental triggers: surfaces, weather, time of day
Social triggers: who or what precedes the behaviour

Functional impact summary

What the animal can no longer do / avoids
Quality of sleep and rest patterns
Changes in play, social engagement, appetite
Owner-reported quality of life shifts over time
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Pain-related behaviour in dogs
Musculoskeletal & Orthopaedic 
Pain

·  Reluctance to jump, use stairs, or get 
in/out of vehicle

·  Stiffness on rising; worse after rest, 
eases briefly then returns

·  Altered gait, toe-touching lameness, 
asymmetric weight-bearing

·  Postural compensation: hunching, tail-
tucking, altered head carriage

·  Reduced play duration; earlier exit 
from exercise

·  Irritability or aggression when 
touched over spine, hips, or limbs

Neuropathic / Central Pain

·  Sudden, unprovoked yelping — often 
dramatic and brief

·  Phantom scratching at neck or flank 
without skin contact

·  Aggression or panic when a specific 
body region is approached

·  Freezing, pressing into surfaces, or 
seeking unusual pressure

·  Episodic nature — may appear fine 
between events

·  Sensitivity amplified by cold, 
tiredness, or arousal

Chronic / Diffuse Pain

·  Global reduction in engagement, 
social interest, and initiative

·  Increased time resting; decreased 
exploration or play

·  Irritability at 'normal' interactions 
(handling, grooming, children)

·  Variable trigger map — no consistent 
single body-area signal

·  Behavioural 'regression': loss of 
trained responses or house-training

·  Owners describe the dog as 'not 
themselves' — often for months

Visceral Pain

·  Postural guarding: hunching, tucked 
abdomen, reluctance to lie down

·  Altered eating behaviour: reluctance, 
altered pace, or food refusal

·  Straining, urgency, or changes in 
elimination posture and frequency

·  Unpredictable aggression without 
musculoskeletal or positional trigger

·  Restlessness or inability to settle; 
repeated repositioning

·  Grass eating, licking at flanks, or 
attention to abdomen
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Pain-related behaviour in cats

Cats are masters of masking — pain presentations are often subtle, indirect, and easy to attribute to 'personality'.

·  Changed elimination habits: 

Avoiding the litter tray, toileting nearby, or vocalising post-defaecation. Pain 
on posturing is a common but missed driver.

·  Withdrawal & hiding: 

A cat that previously sought attention and now hides or avoids contact — pain 
reduces social motivation.

·  Reduced grooming — or overgrooming: 

Patchy coat, unkempt areas the cat cannot reach (common in DJD). Or focal 
excessive licking at a painful site.

·  Altered jumping behaviour: 

Avoidance of high surfaces, using intermediate steps, or hesitating before 
jumping. Often the first owner-noticed sign of DJD.

·  Touch / handling intolerance: 

Rippling skin, tail flicking, swatting during normal stroking — especially 
dorsum. May indicate allodynia (e.g. feline hyperaesthesia syndrome).

·  Intercat tension escalation: 

A previously stable household where one cat begins to be bullied or isolates 
itself. Pain reduces the ability to engage in normal feline social negotiation.

·  Facial expression changes: 

The feline grimace scale captures brow ridge tension, ear position, muzzle 
tightening, whisker changes — all reliable pain indicators.

·  Night-time vocalisation: 

Howling, yowling, or restlessness at night — particularly in older cats — may 
reflect pain, cognitive change, or both.
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Barriers in referral & primary care pathways
Understanding the friction points helps behaviourists navigate them constructively.

Owner-side barriers System-side barriers

Normalisation: 
"He's just slowing down with age." Chronic pain is often gradually 
accommodated, making it invisible to owners.

Financial constraint: 
Investigations (imaging, specialist referral) carry cost. Owners may 
disengage before a pain diagnosis is confirmed.

Guilt & fear: 
Owners may fear what a diagnosis means — for treatment costs, 
prognosis, or welfare decisions.

Scepticism about referral: 
"The vet just wants to run expensive tests." Behaviourists are in a position 
to share positive experiences. 

Short consultation windows: 
A 10-or even 15- minute appointment is rarely sufficient to explore a 
complex pain-behaviour interaction. Behaviourist notes can transform 
this.

Siloed professional roles: 
Vets may skim read behaviourist reports – not because they aren’t 
interested but owing to competing immediate priorities 

Diagnostic uncertainty: 
Pain — especially neuropathic and nociplastic — can be difficult to 
confirm. 'Normal bloods and X-rays' does not mean pain-free.

Referral pathway challenges: 
Specialist vets are excellent in their own area – but how do you know 
whether you need neurology, orthopaedics, or internal medicine?
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Communicating with veterinary colleagues
VSA – making a diagnosis is a veterinary role BUT pain is a clinical sign, not a diagnosis

Useful phrasing for vet letters & referrals

"I am concerned these behaviours may reflect underlying pain or discomfort, and have 
encouraged their owner to discuss a pain-focused veterinary assessment."

"The presentation is episodic and resolves rapidly, which may be consistent with a 
spontaneous pain experience."

"The onset and trigger pattern do not fit a straightforward learning history — I would like to 
exclude a medical driver before proceeding."

"I have attached video and a timeline to assist your assessment."

Scope boundaries to maintain

Diagnosing cause of pain

Recommending specific medications

Encouraging owners to seek reassessment

Describing observed behaviours clearly

Providing timeline and trigger data

Requesting a pain-focused review

Documenting response to interventions

What to send with your referral: Short video clips of triggering contexts  ·  One-page behavioural timeline  ·  Trigger map (touch zones, 
environments, time patterns)  ·  Owner quality-of-life assessment
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The limits of analgesic trials as a diagnostic tool
A positive response does not confirm pain. A negative response does not exclude it.

Analgesic-pain mismatch
Different pain types require different 
analgesics. An NSAID may not address 
neuropathic pain; gabapentin may not be 
effective in inflammatory pain. A failed trial 
tells you only that this drug did not work —
not that pain is absent.

Learned behaviour persists
Where pain has been the sole driver of a 
behaviour, removing pain may not resolve it. 
Avoidance, aggression, and guarding can 
become conditioned responses that outlast 
their original cause and require behavioural 
intervention in their own right.

Confounds and false positives
Sedative side-effects can suppress behaviour 
independently of analgesia. Owner 
expectation, handling changes during the 
trial period, and natural variation all affect 
outcome. Apparent improvement is not 
specific evidence of pain relief.

Structural weaknesses in trial design
No baseline behavioural measure is taken before the trial starts. 
Duration is often too short for slow-onset drugs. Dose may be sub-
therapeutic. The outcome assessor (owner) is not blinded and knows 
the animal is medicated — bias is unavoidable.

What a trial can and cannot tell you

Can indicate:
A pain component is likely present

This drug class is worth pursuing

Useful hypothesis to take forward

Cannot confirm:
Pain type or location

Absence of pain if trial fails

That behaviour will resolve

A well-designed analgesic trial requires a pre-trial behavioural baseline, an objective outcome measure, and clarity about what a result in either direction can — and cannot —
mean.
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Case 1 — Canine

3-year-old male Border Terrier · Signs from 6 months of age

Presenting behavioural picture – aggression to other dogs 
now redirecting

·  Trembling thoracic limb

·  Unpredictable aggression towards other dogs, requiring muzzle on walks

·  Redirected aggression towards owner

·  Frequently 'on edge', especially post-toileting

·  Turns head to rear and growls at right pelvic limb

·  Signs exacerbated by cold weather

·  Never sits straight — rotated to left

·  Sensitive to walking on textured/prickly surfaces; startle response
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What should the behaviourist flag?

Neuropathic indicators: 
Spontaneous vocalisation / aggression directed at own limb, episodic 
nature, cold sensitivity — strong neuropathic profile.

Allodynia signals: 
Texture hypersensitivity and startle response to surface contact align with 
sensitised nociceptive processing.

Postural clues: 
Consistent pelvic rotation and abnormal sitting posture are objective, 
documentable signs — photograph and note.

Timeline value: 
Onset at 6 months suggests congenital/developmental driver. Owner 
reports of triggers (cold, toileting) provide diagnostic direction.

Outcome: 
MRI revealed lumbosacral transitional vertebra with asymmetric sacroiliac 
articulation — complex structural pain source requiring multimodal 
management.APBC | When Behaviourists Suspect Pain



Case 2 — Feline

7-year-old DSH cat · Inter-cat aggression in a two-cat household — onset over 4 months

Behavioural presentation

·  Aggressor cat initiates unpredictably — no clear territorial trigger

·  Incidents cluster around feeding and play interactions

·  Aggressor eats from one side of the mouth; occasionally drops food

·  Still plays, but bats rather than bites during toy sessions

·  No facial rubbing; slight reduction in grooming around muzzle

·  Normal bodyweight; last dental check 3 years ago

·  Referring vet’s working hypothesis: inter-cat status conflict
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Behaviourist considerations

Redirected or pain-driven? 
Aggression clustering around feeding and play — activities involving the 
mouth or face — raises the possibility that oral pain is the proximate 
driver, not social rivalry.

Subtle feeding signals: 
Lateral chewing and food dropping are classic signs of oral pain in cats and 
rarely volunteered by owners — ask specifically about eating posture, 
food preferences, and pace.

Grooming change: 
Reduced facial grooming in a cat with no other apparent cause is a low-
salience but specific signal worth documenting — it may map directly to 
the painful area.

Treatment trajectory: 
Behaviourist flagged oral signs; dental examination under GA revealed 
bilateral tooth resorption. Extraction of affected teeth led to complete 
cessation of inter-cat aggression.

Outcome: Bilateral feline tooth resorption; full resolution post-
extraction
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Summary
Behaviour professionals occupy a uniquely valuable position in identifying pain — you see what clinics do not.

Structured data gathering (video, timeline, trigger maps) transforms subjective concern into clinically actionable 
evidence.

Pain-related behaviours in dogs and cats are often misattributed — knowing the patterns changes the questions you ask.

Clear, scoped communication with veterinary colleagues — observational, not diagnostic — strengthens inter-
professional relationships.

Barriers in primary care and referral pathways are real; understanding them helps you support owners through the 
process.

Behavioural change is a legitimate outcome measure — your observations before, during, and after treatment matter to 
the whole team.
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